Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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The current MS management strategies in Iran are based on medical treatment. The extended life expectancy with increased survival rate of women with MS highlights the importance of redirecting MS management towards women-centered care and health promoting lifestyle. Considering that there are no previous studies carried out in this regard on Iranian women with MS, this paper intended to evaluate the health-promoting behaviors status in women with MS and its relationship with social support.
Materials and Methods

Study Design and Participants
This correlational study was conducted among 250 women who were the member of Tabriz MS Association in 2017. The inclusion criteria were age range of 20-45 years old, Being Iranian, ability to understand and speak Persian, MS diagnosed by a neurologist, being aware of diagnosis (at least 1 year since disease diagnosis), and ability to communicate verbally and respond to questions during the interview, not feeling sick, and ability to participate in this study in terms of bodily condition. The type of MS and type of treatment were not among the criteria for selection of participants.
Sample size was calculated by using of the historical data from the following studies: (a) a study by Stuifbergen and Beker on spiritual growth subscale of health promoting lifestyle (16) A sample of 191 was obtained of the variable of social support as it was given a higher sample size with the power of 90% and type I error of 5%. Assuming a 25% attrition rate required, a minimum sample size of 250 was considered for the study.
Sampling
The sampling method in this study was purposive. In fact, the researcher visited Tabriz MS association with 3000 members, 70% of whom were women. The names of all eligible women covered by the MS association were extracted together with their phone numbers and addresses. The researcher's assistant visited the house of each woman. After explaining the goals and procedures of the research, they were informed that participation was voluntary. Moreover, the participants were reassured about confidentiality. If women wished to participate in the research, they filled out a written consent form as well as the self-reported questionnaires on the sociodemographic, health promoting lifestyle and modified social support.
Data Collection Instruments
The data collection tools comprised a questionnaire on socio-demographic characteristics, health promoting lifestyle profile-II and modified social support tools.
The socio-demographic characteristics included age, marital status, occupation, education level, education level and occupation of spouse and income adequacy.
The Health Promoting Lifestyle Profile-II (HPLP-II) is a self-report survey used to measure healthpromotion behaviors. It was based on Pender's Original Health Promotion Lifestyle Profile. The HPLP-II is a 52-item 4-point questionnaire containing statements about an individual's way of life and personal habits. Its six subscales are: (a) nutrition, (b) physical activity, (c) spiritual growth, (d) health responsibility, (e) stress management, and (f) interpersonal relations. Responses are scaled from 1, never, to routinely (18) . There is Persian version of this questionnaire which is culturally adapted to Iran. The validity and reliability of health promoting lifestyle profile II in the Iranian population was confirmed (19) . This questionnaire was also used in several studies in Iran (20) (21) (22) .
The modified social support questionnaire included 18 items based on the psychometric analysis on modified social support scale constructed in a longitudinal study on the patients with persistent chronic diseases. The tool has four domains of social support: (a) tangible support, (b) emotional informational support, (c) affectionate support, and (d) positive social interaction (23) . High reliability of the tool for all items was obtained by Sherbourne et al in 1992. The Consortium of Multiple Sclerosis employed this tool in the Multiple Sclerosis Quality of Life Inventory by selecting 18 items based on the psychometric analysis on modified social support scale. Its Cronbach α was 0.97 for the overall tool and 0.87 to 0.95 for each individual dimension. All items of the modified social support tool were scored on the Likert scale ranged from 1 to 5 (1 = never, 2 = rarely, 3=sometimes, 4 = often, 5 = always). Each dimension is scored separately and a total score is obtained for all dimensions. This questionnaire contained tangible support (4 items), emotional/informational support (8 items), affectionate support (3 items), and positive social interaction (3 item) (4).
The validity of the socio-demographic characteristics questionnaire was evaluated by content and face validity. The reliability of HPLP-II and modified social support questionnaires were evaluated by internal consistency (Cronbach α) on 20 women with MS. Cronbach α was 0.97 and 0.95 for HPLP-II and modified social support questionnaires, respectively. Data Analysis Statitical analyses were conducted by SPSS version 21.0. Descriptive statistics were used to describe the sociodemographic characteristics, health promoting lifestyle, and social support through frequency (percentage) and mean (standard deviation). The normality of quantitative data was measured based on kurtosis and skewness, all of which were normal. To explore the relationship between health promoting lifestyle, its sub-domains and modified social support, the Pearson correlation test was used. All the statistical tests were two-sided, using a significance level of P < 0.05.
Results
The mean age of women was 35.80 (SD = 5.86). The majority of women were married (86.4%). The literacy level of the majority of women was high-school diploma (40.8%). The occupation of most women was housekeeping (78.8%). More than three quarters of women declared that their monthly income was to some extent sufficient for living expenses. Three women were smokers (1.2%). Two women consumed hookah (0.8%) ( Table 1) .
The HPLP-II total score was 2.40 (SD = 0.46) ranged from 1 to 3.78. Subscale scores showed that higher scores were reported for interpersonal relationships (M = 2.63, SD = 0.54) and nutrition (M = 2.60, SD = 0.50). Lower scores were reported for physical activity (M = 1.81, SD = 0.60) and stress management (M = 2.33, SD= 0.54). Table 2 shows the means and standard deviation of overall HPLP-II and 6 subscales. The mean total score of social support within the achievable range of 0 to 100 was 70. 39 Table 2) .
A significantly positive correlation was found between total score of health promoting lifestyle and total score of social support based on the Pearson (r = 0.19, P = 0.003) and all its sub-domains based on Pearson correlation test (r = 0.19 to 0.42, P < 0.05). Significant relationships were found between all sub-domains of social support and total score of health promoting lifestyle and all its sub-domains (r = 0.14 to 0.42, P < 0.05) ( Table 3) .
Discussion
This study was the first effort made in Iran to examine the health promoting lifestyle and its relationship with social support among women covered by Tabriz MS Association. The mean overall score of health promoting lifestyle was moderate. The participating women achieved higher score in the subscale of interpersonal relationships, while achieving lower score in the subscale of physical activity compared to other subscales. Significant relationships were found between social support and its sub-domains with overall score of health promoting lifestyle and all its sub-domains. In this study, the mean overall score of health-promoting behaviors was moderate (M = 2.40), which was equal with the study conducted on infertile women (M = 2.40) in Tabriz, Iran (24) . However, it was lower in comparison to the studies conducted on women in reproductive age in Tehran, Iran (21), adolescent girls in Sanandaj, Iran (25) , postmenopausal women in Tabriz, Iran (22) and it was higher compared with a study on women with polycystic ovarian syndrome in Urmia, Iran (26) . The discrepancy in health-promoting behaviors between this study and previous ones conducted in other cities of Iran could be associated with the effect of disease and the characteristics of the subjects, culture, physical environment, social structure, and promotional activities (27, 28) . It is important to modify lifestyle of the patients with MS to enhance their quality of life and feeling healthy.
The results showed that interpersonal relationships indicated the highest mean score among 6 domains of health promoting behaviors. Similar to this finding, studies conducted on women in reproductive age in Iran (29) and those with disabilities (30), a high score was reported for interpersonal relationships dimension that may be affected by Iranian culture, reflecting the fact that Iranian family members have intimate relations through their efficient social network inside and among groups. Interpersonal relationships constitute one of the prerequisites for communication (9) . Interpersonal relationships can enhance the physical and emotional health of individuals (31) . Moreover, social communication is basically an important component in social health (30) . It should be argued that women would achieve a good level of health when they live in a family and society with good relationships. In fact, family and society are supposed to meet the needs of the members through providing care, accountable people and community services (32) .
Participants in this survey achieved low score (1.81) in physical activity, which was similar to the findings of Stuifbergen et al on individuals with disabilities (7) as well as other studies on health-promoting behaviors in other groups in different countries (13, (33) (34) (35) (36) (37) (38) and with relevant studies conducted in Iran (39, 40) . Physical inactivity is a growing public health problem which can enhance the risk of heart disease, high blood pressure, diabetes, obesity, colon cancer, osteoporosis, anxiety and depression (41, 42) . The CDC has proposed that physical education programs for women should provide training and experiences, which would enhance women's selfesteem to participate in physical activities. Furthermore, women need opportunities to participate in physical activities, and there should be social spaces supporting the participation of women in physical activities (43) . Physical activity can be beneficial not only for the patients with MS, but also for mitigating fatigue and strengthening abilities, endurance and quality of life (44) (45) (46) . In this study, participants obtained a high social support mean score (70.30 from the score range of 0-100), which is in accordance with the results obtained by Jaracz et al on the patients with MS including 150 women and 60 men (47) and Aghaei et al on 46 Iranian patients with MS (17) . In addition, the findings showed a statistically significant relationship between social support and health-promoting behaviors and its sub-domains. In practice, greater levels of social support can improve behaviors that promote health. Other studies have also demonstrated the positive effect of social support on health-promoting behaviors (11, 14, 16, 48, 49) . It is crucial to enhance the extent of social support (whether financial, emotional or informational) for the women with MS given the significance of social support in health promotion and given the fact that this vulnerable community may face numerous problems, including financial problems for purchasing medicine (50) and emotional problems (51) .
One of the limitations of this research was possibly its design. Correlational design demonstrates association not causality. Another limitation was low number of participants, which could reduce the generalizability of findings. The findings may be used to improve available programs and interventions that promote health for the women with MS in order to alter their lifestyles and prevent the adverse effects caused by it.
Conclusions
Considering that the mean total score of the health promoting lifestyle and all of its subscales were in the middle of the range of possible scores and considering this fact that not only health-promoting behaviors is not affected by individual factors, but also it is significantly affected by social support, it is critical to enhance health promoting lifestyle along with other treatments and it is necessary that health providers expand financial, emotional and informational support for the women with MS.
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